Purpose: For Black women who have sex with women (BWSW), obtaining routine healthcare can be obstructed by a number of psychosocial barriers, including experiences of stigma, related to both sexual orientation and race, and medical mistrust, both race-based and global. Previous research demonstrates that sexual orientation and race-based stigma, as well as global and race-based medical mistrust, each have a negative impact on health outcomes and engagement in care (EIC) independently. This study addresses gaps in the literature by examining the impact of these psychosocial barriers and their interactions among BWSW, an understudied population. Methods: Participants (256 BWSW) were surveyed at a Black Gay Pride festival. Separate generalized linear models assessed the independent and multiplicative effects of participants' self-reported sexual orientation stigma, race-based stigma, race-based medical mistrust, and global medical mistrust related to their engagement in routine physical exams and blood pressure screenings. Results: Prevalence rates of both stigma measures were low, but prevalence rates of global and race-based medical mistrust were high. The results show that experiencing sexual orientation stigma or having race-based medical mistrust predicts significantly lower EIC. Furthermore, the frequencies of obtaining recent physical examinations and blood pressure screenings were significantly related to three-and two-way interactions between stigma and medical mistrust, respectively. Conclusion: There is an urgent need to address the intersectionality of these psychosocial barriers in an effort to increase BWSW's EIC.
Introduction E ngagement in healthcare is an imperative first step toward maintaining well-being and treating illness. 1 Policy-driven attention has increasingly been drawn to preventive efforts for an array of health conditions. Yet, sexual and racial/ethnic minority populations, such as Black women who have sex with women (BWSW), within the United States still experience a myriad of health disparities at elevated rates. It is a well-established and persistent trend that Black adults are uninsured or underinsured at higher rates, have less access to healthcare, and receive lower quality healthcare than their peers from other ethnic or racial backgrounds. 2 Thus, given the race-and sexual orientation-related disparities in engagement in care (EIC) in the United States, understanding the barriers to EIC is vital. Accomplishing this feat could help eliminate disparities in access to and engagement in care, and could concurrently improve the health and well-being of BWSW. 3 This study examines the psychosocial factors of race-and sexual orientation-related stigma, as well as race-based and global medical mistrust, in relation to EIC within a BWSW sample. For BWSW, both race and sexual orientation can be sources of stigma, and each of these types of stigma has yielded significant negative consequences for physical and mental health. [4] [5] [6] [7] The social sciences field has established a long history of race-based stigma that affects Black people in the United States. 8 This stigma is strongly related to disparities in physical health, 9 as well as in seeking and receiving quality healthcare. 10 Sexual orientation stigma differs from race-based stigma, in that, it is a potentially concealable identity and includes additional stressors related to stigmatized identity disclosure. 11 When women who have sex with women (WSW) do disclose their sexual identities and behaviors to care providers, they are more likely to receive higher quality treatment, have higher rates of engagement in primary and preventive care, and report being more satisfied with the services they receive. 12 Perceiving that sexual orientation stigma exists in the healthcare setting, however, often precludes disclosure of this nature. 12, 13 Still, there is minimal research on the effects of sexual orientation stigma on Black women. Sexual orientation and race-based stigma independently yield negative consequences, yet the additive effects of experiencing both of these types of stigma have received limited research attention and warrants examination. This study is the first that we know of to assess the interaction of these two distinct types of stigma in relation to EIC among BWSW.
In addition to stigma, medical mistrust is also a potential barrier to EIC. When patients have a global sense of medical mistrust (i.e., when they distrust the healthcare system as a whole), they have poorer EIC, which can lead to worse health outcomes.
14,15 While a number of studies have examined the role of mistrust in healthcare services, [16] [17] [18] [19] [20] insufficient research on the role of medical mistrust and the subsequent relationship with EIC has been conducted, particularly with BWSW. Two studies on this topic found that higher rates of medical mistrust are associated with lower levels of engagement in preventive medicine, such as routine wellness appointments, 21 and are a barrier to routine care among Black men who have sex with men. 4 Moreover, race-based medical mistrust (i.e., the belief that a specific racial group will not receive equal and adequate care from the healthcare system) is a well-established barrier to care for Black people 19 ; White adults are, generally, more likely to engage in preventive health services than their non-White counterparts. 22 However, the role of race-based medical mistrust has yet to be examined among BWSW.
Objectives of this study
The purpose of this study is to determine the prevalence and effects of psychosocial barriers to routine EIC in BWSW, specifically in terms of sexual orientation and race-based stigma, and race-based and global medical mistrust. We hypothesize that increased rates of all four psychosocial barriers, as well as the interaction between sexual orientation, race-based stigma, and race-based medical mistrust will relate to lower EIC.
Methods

Participants and setting
All measures and procedures were approved by the University of Connecticut Institutional Review Board. Pencil and paper surveys were administered using venue intercept procedures 23, 24 at a Black Gay Pride community festival in Atlanta, Georgia. Potential participants were invited to take the survey and were told that the survey asked about healthrelated beliefs and behaviors, contained personal questions, was anonymous, and would take 15 minutes to complete.
Verbal consent was obtained from all participants. Of 279 women who initially participated, 24 women were excluded-10 reported not previously having sex with women, 13 did not identify as Black/African American, and 1 was missing data for both variables. Analyses were conducted on the remaining 255 BWSW with cases excluded pairwise. Participants' names were not collected at any time. In addition, participants were offered $7 compensation for their participation and were given the option of donating their incentive payment to a local community-based organization.
Measures
In addition to collecting demographic information (i.e., age, highest level of education, annual income, current employment status, and self-identified sexual orientation), the surveys assessed the following: healthcare access; engagement in routine healthcare (Table 1) ; perceived sexual orientation and race-based stigma; and global and race-based medical mistrust.
Healthcare access. Participants were asked to answer a series of questions about their access to healthcare, including whether they went without health insurance at some point in the past 2 years, currently have a regular doctor or healthcare professional to whom they can go for medical care, and are comfortable talking about sexual health with their provider. Responses were dichotomized Yes/No.
Engagement in routine care. EIC was assessed by asking participants when they last had a physical examination and their blood pressure checked by a doctor or other health professional. Given that engagement in care can be measured in multiple ways, we chose a ''Gaps in Care'' approach 25 that is based on assessing time intervals between clinic visits or time since most recent appointment. Furthermore, the Centers for Disease Control and Prevention 26 indicates that having a routine checkup by a medical practitioner within the last 12 months is an effective indicator of engagement in care. Similarly, frequent blood pressure checks are also important indicators of engagement in care for BWSW, particularly because Black people tend to have poorer blood pressure control than people from other racial groups. 27 The response scale for these items ranged from ''1-in the past six months,'' to ''5-more than five years ago.'' Sexual orientation and race-based stigma. Participants answered six questions about their experiences with perceived stigma from healthcare providers. Three questions focused specifically on sexual orientation stigma (Cronbach's a = 0.83), and the same three questions were asked again, but targeting race-based stigma (Cronbach's a = 0.90). For example, ''I have been mistreated by healthcare providers because of my sexual orientation'' and ''I have been ignored by healthcare providers because of my race.'' The response scale ranged from ''1-strongly disagree,'' to ''4-strongly agree.'' Medical mistrust. Medical mistrust is a subjective assessment that ''measures [a participant's] suspicion of mainstream healthcare systems and healthcare professionals, and the treatment provided to individuals of the respondent's ethnic or racial group'' (p. 211). 28 Participants answered eight items derived from the Group-Based Medical Mistrust Scale 28 concerning race-based medical mistrust (Cronbach's a = 0.73). Participants answered three items concerning global medical mistrust drawn from the Medical Mistrust Index (LaVeist T: Measuring trust in healthcare: Medical Mistrust Index 2.1, 2013; Cronbach's a = 0.80). Responses to both scales ranged from ''1-strongly disagree,'' to ''4-strongly agree.''
Data analysis
First, descriptive analyses were provided as counts and percentages for all variables. For interpretation purposes, response sets were collapsed to ''agree'' and ''disagree,'' however, variables with this response set were treated as continuous in generalized linear models (GLMs). Second, two GLMs were conducted with the psychosocial barriers to separately predict each EIC item. There were less than 10% missing data for any given variable. For all analyses, P < 0.05 was used to define statistical significance. Predictive Analytics SoftWare (PASW) Statistics version 18.0 (SPSS, Inc., Chicago, IL) was utilized for all analyses.
Results
Descriptives
Participants' average age was 32.80 (SD = 9.66) years old. Their average level of education was 14.24 (SD = 2.07), which corresponds to 2 years of college-level education. A majority of participants, 76%, were employed and 46% reported earning more than $30,000 annually. Participants self-identified as ''Lesbian/Same gender loving'' or ''Bisexual.'' While many participants reported being without health insurance at some point in the past 2 years, most (74%) reported having a regular doctor or healthcare professional at the time of the survey. An overwhelming percentage of participants had a physical examination (86%) or blood pressure check (95%) in the past year. Almost all participants felt comfortable talking about sexual health with a care provider, but only 78% of participants reported actually having a provider they felt they could talk with about sexual health ( Table 1) .
Rates of sexual orientation stigma ranged from 4% to 7%, while race-based stigma ranged from 6% to 9% on all items, including participants' reported beliefs that their healthcare was not as good as others', and of being mistreated or ignored by providers due to their sexual orientation or race, respectively. Participants reported experiencing both sexual orientation and race-based stigma at rates of 1.6-2.4%. More than half (54%-60%) of participants felt that people of their race are not treated the same by and do not receive the same level of care from doctors and healthcare workers as people of other races. Approximately 20% of participants felt that healthcare workers do not take medical complaints from people of their race seriously and people of their race should be suspicious of medicine. Rates of global medical mistrust were higher. A majority of participants (62%) agreed that healthcare providers, at times, have done harmful things to patients without their knowledge. Fifty-six percent of participants agreed that patients have been deceived or misled by healthcare providers, and 55% of participants agreed that healthcare providers cover up mistakes that they make.
Generalized linear models
Results for engagement in physical examinations indicate that higher rates of race-based medical mistrust independently predicted significantly lower rates of engagement in physical examinations (RR: 3.964, 95% CI: 1.224-12.839; see Table 2 for complete GLM results). However, this main effect of race-based medical mistrust was qualified by significant two-way interactions with sexual orientation stigma (RR: 0.401, 95% CI: 0.161-1.000) and race-based stigma (RR: 0.486, 95% CI 0.254-0.929), in addition to a significant two-way interaction between race-based and sexual orientation stigma (RR: 0.364, 95% CI: 0.146-0.911). The racebased medical mistrust by race-based stigma and the sexual orientation stigma by race-based stigma interactions followed the same pattern; when both predictors were high, participants were multiplicatively significantly less likely to report recent engagement in physical examinations. The interaction between race-based medical mistrust and sexual orientation stigma shows that when participants reported higher rates of race-based medical mistrust, they were less likely to have engaged in recent physical examinations regardless of their level of sexual orientation stigma. Perceiving higher rates of sexual orientation stigma in the absence of race-based medical mistrust, however, was still associated with less recent engagement in physical examinations.
These significant two-way interactions were all qualified by a significant three-way interaction between race-based medical mistrust, sexual orientation stigma, and race-based stigma (RR: 1.765, 95% CI 1.116-2.791). Overall, high race-based medical mistrust remained significantly related to less recent physical examinations. BWSW who reported high race-based medical mistrust, even in the absence of sexual orientation and race-based stigma, were less likely to have engaged in recent physical examinations at rates comparable to those reported by participants who were high on all three variables (i.e., race-based medical mistrust, sexual orientation stigma, and race-based stigma). High racebased medical mistrust with high race-based stigma (with or without high sexual orientation stigma) was also related to less recent engagement in physical examinations. Conversely, individuals who were low on all three measures (race-based medical mistrust, race-based stigma, and sexual orientation stigma), as expected, had engaged in physical examinations more recently (Fig. 1) .
The results of our second model suggest a significant relationship between sexual orientation stigma and less recent engagement in blood pressure screenings (RR: 3.441, 95% CI 1.008-11.751). No significant main effects emerged for global medical mistrust, race-based medical mistrust, or race-based stigma with engagement in these screenings. However, a significant interaction between race-based stigma and sexual orientation stigma (RR: 0.532, 95% CI 0.294-0.964) demonstrated that in the absence of race-based stigma, participants who perceived higher levels of sexual orientation stigma reported significantly less recent engagement in blood pressure screenings (Fig. 2) .
Discussion
These novel findings build on the existing literature not only by detailing recent trends in BWSW's EIC but also by providing the first empirical assessment of how experiencing these forms of stigma and medical mistrust independently and interactively relate to the frequency with which BWSW obtain routine healthcare. The findings contribute to the literature by documenting relatively high rates of EIC and low rates of experienced stigma, while also warning about the significant and multiplicative effects of stigma and medical mistrust on EIC.
A majority of participants reported having a physical examination or blood pressure check during the past year. This exceeds the reported average rates at which the general FIG. 1. Three-way interaction between race-based medical mistrust, race-based stigma, and sexual orientation stigma predicting engagement in physical examinations. Note: Engagement in carephysical examination response scale: 1 = in the past 6 months; 5 = more than 5 years ago. . 29 These unexpected rates of EIC may be an indicator of successful health policy, or potentially an artifact of our measures or sample (discussed below). However, despite overall frequent EIC, psychosocial barriers were still evident and significantly deterred participants' likelihood of undergoing routine care in the past year.
Of note, race-based medical mistrust was markedly prevalent among our sample. High levels of race-based medical mistrust were significantly associated with less EIC. Notably, even in the absence of race-based stigma, race-based medical mistrust related to less recent EIC. This finding underscores the critical need for novel approaches to patient care in which care providers and institutions work to repair the well-established and long-lasting damaged relationship between Black people and the healthcare system. Increasing the multicultural competency of healthcare providers through mandated coursework that addresses these topics and encouraging these individuals to gain exposure to diverse populations through direct patient interactions, could decrease the prevalence of race-based medical mistrust. Individual providers may also increase the frequency with which racial minorities interact with the healthcare industry by offering community-level services to provide opportunities for patientprovider interactions. Direct contact of this nature could increase the trust of racial minority patients in the healthcare system at large.
The prevalence of stigma was low in both measured domains. These outcomes are promising; however, they may be a result of sampling from a large metropolitan area with multiple active and out Black same gender-loving communities. Participants may be better able to find healthcare providers who are open to and affirming of both racial and sexual minority communities. Even with low rates, these results emphasize that stigma remains a significant determinant to EIC. Our findings demonstrate that experiencing sexual orientation stigma relates significantly to less frequent blood pressure screenings and this effect is exaggerated when an individual also experiences race-based stigma. Race-based and sexual orientation stigma also interacted with race-based medical mistrust to predict rates of EIC. Participants who experienced none-to-low race-based medical mistrust, race-based stigma, and sexual orientation stigma, most frequently obtained physical examinations, and did so at rates significantly higher than participants who reported any combination of stigma and race-based medical mistrust. For BWSW who face generally higher rates of stigmatization due to their multiple minority statuses, these findings are particularly disconcerting, indicating that their health-related needs are less likely to be met through routine healthcare than those of majority group members who do not face these psychosocial barriers. Inasmuch, due to the lack of research conducted with this population, future work must determine how these findings manifest across populations of BWSW from varied communities and backgrounds where greater variance in reported stigma and medical mistrust exists.
One additional major novel finding concerns a discrepancy in EIC that can be attributed to both stigma and medical mistrust. Our analyses revealed a disparity between participants who reported being comfortable talking about their sexual health with a care provider (91%) and those who said they actually had a care provider with whom they could talk about their sexual health (78%). This disconnect is concerning and ought to be made known to policy makers and care providers alike. While healthcare reform has helped to reduce the financial barrier to EIC recently, psychosocial barriers persist. Moving forward, healthcare providers must work actively with their patients to reduce patient mistrust of the healthcare community and deliver stigma-free care. This will help to create a healthcare environment in which patients feel comfortable seeking help from and engaging with providers about their sexual health. One way to accomplish this is by requiring healthcare programs to train future practitioners in how to engage patients in discussions about sensitive topics so that patients do not feel judged, stigmatized, or uncomfortable because of their race or sexual orientation. Achieving these aims could increase the quality of care that patients receive. Quality bedside manner is linked to better health outcomes, patient satisfaction, and making more appropriate medical decisions. 30 Consequently, by requiring medical practitioners to become knowledgeable in taking sexual health histories, patients are apt to experience better health.
Limitations
One limitation of this study is that we utilized convenience sampling at a gay pride event. Accordingly, individuals who FIG. 2. Two-way interaction between race-based stigma and sexual orientation stigma predicting engagement in blood pressure screening. Note: Engagement in care-blood pressure screening response scale: 1 = in the past 6 months; 5 = more than 5 years ago.
are reluctant to disclose their sexual orientation may not be accounted for in this sample, as they may have been less likely to attend such an event. Another limitation of this study that can be addressed in future research includes the operationalization of our variables. Multiple types of stigma were examined, but not the complex breakdown of each, including internalized, enacted, and anticipated stigma. 31 Finally, our measure of EIC was limited to two routine items; measures of EIC that include assessing engagement and retention in healthcare, including sexual health, would provide a more comprehensive understanding of participants' routine healthcare behaviors. Future research should address these issues.
Conclusion
It is well established that WSW and Black women report lower rates of engagement in healthcare when compared to their heterosexual and Latina or White counterparts, [32] [33] [34] which is reflected in the former subgroups' comparatively worse health outcomes. [35] [36] [37] [38] [39] [40] These findings suggest that BWSW's unique experiences with stigma and medical mistrust are likely contributing to these disparities in seeking care, even when care is clinically necessary. The emergence of new biomedical technologies that screen for and treat life threatening diseases and conditions has led to great advances in medical care, yet they are ineffective if patients are not under the care of medical practitioners to utilize these technologies. To more comprehensively and effectively address the varied psychosocial barriers to EIC and their related health disparities in populations such as BWSW, future research should address an intervention development that targets stigma and medical mistrust as barriers to EIC. This work has yet to be examined among BWSW and is sorely needed. Furthermore, identifying additional outcome variables that more fully account for the health-related disparities of BWSW in relation to race-based medical mistrust, and race-based and sexual orientation stigma, may provide beneficial means of promoting the health and well-being of this overlooked population.
In summary, the observed rates of medical mistrust are troubling and call for interventions specifically targeting this area among BWSW. Our findings can inform interventions to more effectively target the unique psychosocial barriers that differentially affect minority groups. In turn, we can make advances to eradicate health-related disparities among minority populations in the United States and thereby promote better health statuses for populations in need.
